lative total of asbestos imported into the country from 1910 onwards. The rising incidence does not fit a model in which the risk depends simply on the current level of asbestos imports.
invariably moves in the opposite direction to the Paco,. This inverse relationship points to the possible importance of considering a fall in the Paco2-very closely related to the alveolar Pco2-causing a rise in PAo, and Pao9, as may be seen in the hyperpnoea of renal failure acidosis.
Discuscion
From the results presented it is clear that the abdominal filling with peritoneal dialysate interferes with pulmonary gas exchange. Two-litre cycles, not surprisingly, have a greater effect than a 1-litre cycle. The most important and often the only change is on the arterial Pao2. There was no known pulmonary disease in any of the patients studied, but in all cases there was a reduction of arterial Pao, when the dialysate had been run into the abdomen, and equally there was an increase in Pao, when the dialysate had been run out. The changes in Paco2 were less consistent but in most cases moved in the opposite direction to that of Pao2. These findings would be consistant with some degree of basal pulmonary collapse during the presence of dialysate in the abdomen which was reversed when the abdomen was empty. Berlyne (1966) ascribed the infective pulmonary complications of peritoneal dialysis to plugs of mucus being drawn down into the re-expanding pulmonary bases after temporary collapse during abdominal filling. In our own series infective pulmonary complications were not obvious but the rapid reversal of the arterial gas exchanges on emptying the abdomen cannot be accepted as an argument against Berlyne' (30,u unstained) cut from blocks of lung tissue from 100 consecutive necropsies for the years 1936, 1946, 1956, and 1966 at the Archway Hospital, London, have been searched for asbestos bodies. The incidence rose progressively-0, 3, 14, and 20% respectively. The rise was not explained by the increasing age of death in the later years or by the likely effects of changes in the areas within London in which the deaths occurred. There was no similar increase in the incidence of other bodies in the lungs which might be mistaken for asbestos bodies. The rising incidence is shown to fit reasonably with a model based on the hypothesis that the risk of inhaling asbestos increases in relation to the cumu-Introduction Many recent studies have shown the high proportion of lungs in which asbestos bodies can be found (Thomson et al., 1963; Elmes et al., 1965; Meurman, 1966; Rotzsch, 1967; Ashcroft, 1968; Dicke and Naylor, 1969) . Apart from Selikoff and Hammond (1970) , no attempt has been made to see whether the proportion of lungs with such bodies has changed over the years as the amount of asbestos used has increased. Such a study might show whether there has been an increase in environmental pollution by asbestos fibres as detected by their retention in the lungs. An opportunity to make such a study was provided by the completeness of the pathological records at the Central Histological Laboratory of the Arch-way Hospital, London. This laboratory served all former L.C.C. hospitals up to the time of the National Health Service in 1948, and has since served a small group of hospitals. Some of the findings in this investigation were included in a paper given at the Pneumoconiosis International Conference held in Johannesburg in 1969 (Pooley et al., 1970) .
Material and Methods
For the years 1936, 1946, 1956, and 1966 respectively 127, 100, 100, and 100 consecutive necropsies on patients over the age of 20 in which there was a block of lung tissue available were chosen. The site and lobe of the lung from which a block happened to be taken varied or was not recorded. This would not appear to affect the results, because it has been fairly well established that asbestos bodies are evenly distributed within the lung (Dicke and Naylor, 1969; Bell and Elmes, 1971 ).
Sections of S, and one of 30,u were cut from the blocks; one of the 5,u sections was stained with haematoxylin and eosin. The sections were randomized so that the observer was unaware of what year tne iikaterial came from, and the order of inspection was such as to avoid bias due to changes of skill of the observer with time.
The slide holder of the microscope was modified to take two slides, one superimposed on the other, the lower one with a grid to facilitate scanning, recording, and the measurement of the area of the section in which a search for asbestos bodies was made. A detailed description of this device, which may be called a "concurrent" scanner-finder, will be given elsewhere. The slides were systematically searched (using a 16-mm objective) and the position and type of asbestos body plotted on graph paper or each slide. Confirmation was made with a 4-mm objective. Ordinary light microscopy was used with the iris diaphragm adjusted to render the grid just visible.
An asbestos body was recorded, taking into account shape, size, colour, and appearance of the central core. Notes were kept of other bodies that superficially resembled asbestos bodies but they were found to show no secular trend and were therefore ignored.
For the positive cases an estimate was made of the number of asbestos bodies per unit volume of lung tissue, taking into account the area and thickness by which the bodies were protected. The length of the bodies was also recorded.
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Results The age and sex distribution of the lungs examined and the number in which asbestos bodies were detected for material from 1936 to 1966 are shown in Table I . The percentages of positive were 0, 3, 14, and 20 respectively. The mean area of sections scanned per case was not quite the same in each decade (Table II) , but this could cause only small changes Number of positives are given in parentheses.
.~~~~~~~ recorded, the commonest length being 60t with a few bodies above 150Qs showing a bimodal distribution.
EFFECTS OF AGE
The selection of material from consecutive necropsies resulted as expected in an unmatched sex and age distribution of cases. Over the period of study the average age at death increased in the general public but less than in the series as given in Table I , and this must represent some change in the selection of cases coming to necropsy over -the years. Percentages are given in parentheses.
For each 10-year age group from 50 to 90 +, though the numbers are small, there is in general a clear and graded increase of percentage of positives through the period from 1936 to 1966 (Table III) . Thus it appears that the increased age at death in the later years is not the explanation for the rising prevalence over the period 1936 to 1966.
CUMULATED EFFECTS OF IMPORTED ASBESTOS
As it is believed that these bodies represent the accumulation in the lung of an environmental exposure to asbestos it seemed reasonable to attempt to relate this shown in Figs. 1 and 2. As was expected there was a major change which occurred at the time of the introduction of the National Health Service in 1948. In addition, Figs. 1 and 2 show the areas in which it was known that asbestos factories existed at that time.
